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EMPOWERMENT

Encourage the consumer’s independent thinking. .

Treat the consumer like they believe (s)he can shape his/her own future.

Give the consumer freedom to make his/her own mistakes.

Support choice-making and risk-taking as leading to growth.

Understand and support the consumer’s need to regain "critical consciousness" or self-
awareness.

» Learn how to provide choice and avoid controlling behaviors.

COMMUNICATION SKILLS

Listen to the consumer and believe what (s)he says.

l.earn to practice the strengths model.

Look at and recognize the consumer’s abilities.

Learn to compliment consumers respectfully on their abilities.

Learn to listen to consumers and consider what they say to be valid and important.
Learn how to talk to the consumer when they need to talk to someone.

SELF-MANAGEMENT

Learn how consumers live with and manage their disorders.

Learn about and support consumer self-control of psychotic symptoms.

Learn and support the coping strategies of consumers, as well as recognize stressors.
Learn how to accept consumers’ feelings of sorrow, despair, anger, frustration, joy,
excitement, etc. without pathologizing.
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RECOVERY ATTITUDES

s Treat the consumer in a way that helps the recovery process.

e Learn recovery triggers and structure settings so recovery triggers are present.
o Believe in the consumer’s ability to recover.

* Learn to foster a sense of hope.

« Shift from a stance of demoralizing pessimism to rational optimism.

e Learn to break the cycle of dis-empowerment, despair and learned dependency.

RECOVERY TECHNIQUES

e Learn how to reduce symptoms and distress according to the perceptions of the
consumer. Explore and understand feelings, thoughts, values, goals and roles that
enhance recovery throughout treatment.

e Learn to assist people to be successful and satisfied in chosen roles and settings.
Minimize reliance on crisis intervention.

» Learn to access services that facilitate recovery through case management.

e Learn shared decision-making techniques and models of clinician-client partnership. This
is particularly important in maintaining medication schedules.

STIGMA

e Learn to respect people’s dignity by taking into account their status as survivors of the
mental health system and of physical and sexual violence, as well as their cultural and
ethnic diversity, including sexual orientation.

+ Learn about how much psychiatric labels and language can stigmatize and diminish
people.

e Learn not to treat consumers as children.

¢ Learn to avoid stigmatizing language.

« Learn that recovery from the consequences of the illness are sometimes more difficult
than recovering from the iliness itself. Issues of dysfunction, disability, and disadvantage
are often more difficult than impairment issues.

e Learn methods to support community interaction with consumers.

« Learn that an inability to perform valued tasks and roles, and the resultant loss of self-
esteem, are significant barriers to recovery.

IATROGENIC EFFECTS

+ Understand the negative outcomes of coercion in treatment settings.

o Learn to mitigate the negative consequences of coercion by attending more
closely to procedural justice issues (fair decision-making process) and supporting
consumer voice, validation, respect, and information.
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Learn the statistics related to mental illness and violence and recognize that people with
mental iliness are not usually dangerous.

Learn non-violence responses to consumer threats and violence.

Learn alternatives to seclusion and restraints, including mediation.

Learn ways to avoid involuntary commitment by addressing problems before they
escalate.

TRAUMA

Learn the signs and impacts of sexuat and physical trauma.

Recognize the trauma induced by the mental health system with particular attention to re-
traumatizing effects of over-medication, and the use and abuse of seclusion and
restraints.

SERVICE PLANNING

Coordinate and structure services to enhance the total well-being of the consumer, rather
than offer isolated programs that address individuals’ deficits, or programs that specialize
in only a segment of one’s well being.

Learn how to build choice into service planning.

Treat the consumer as an equal in planning his/her services.

Training and support for consumers to become real participants in developing individual
service plans. Work with the consumer to find the resources (s)he needs.

Assess if consumer problems and needs are consumer identified/defined or
professionally identified/defined.

Resource allocation to "black box" programs need to be minimized and replaced with
individualized services that contribute to a consumer’s progress toward recovery.

VOCATIONAL SKILLS

Learn to provide prevocational and vocational skills training. Learn the "choose-find-
keep" model of job placement--job development and placement should be based on the
expressed need and demonstrated interest of consumers.

RELAPSE AND CRISIS

Learn not to penalize consumers for relapses.

Learn that the episodic nature of severe mental iliness does not prevent recovery.

Learn how recovery changes the frequency and duration of symptoms.

Learn that recovery is not a linear process, but involves growth and setbacks, periods of
rapid change and little change.

Learn non-threatening crisis response techniques.

Page D.1.3
04/06

MEDICATIONS



e Teach the consumer about the medications (s)he is taking.

e Learn to use the consumer as the expert on what medications work and do not work.

e Learn to recognize the subtle and severe side-effects of medications.

s Rather than support a program of medication compliance, support informed judgment of
consumers by enabling them to learn what they are really like off medications.

EDUCATION

+ Educate consumers about their diagnosis, prognosis, medications, and treatment.

» Set up training programs to teach consumers how to work with the focal mentai health
board and the mental health system.

* Learn and teach consumers about advance directives.

» Learn and then provide training for consumers in how to work effectively with human
service systems, and how to access benefits.

SELF-HELP

« Support for self-help groups and enable consumers to access alternative supports.

e Support consumers helping other consumers recover.

e Learn about spiritual alternatives.

» Learn about and then educate consumers on the history and organization of the
consumer movement. '

RIGHTS

e Learn about consumer rights.

e Learn alt protocols regarding privacy and confidentiality of consumer data.

» Learn the provisions of the ADA and the manifestations of discrimination. ,

e lLearn about informed consent protocols, and how to provide informed consent for all
treatment and data collection activities.
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